the poison at work is known, in the other it is unknown, and that in one case the disease is supposed to be primary in the spleen, whereas it is quite conceivable that both may be primary in the liver.
And as regards the risks of the operation, it should not prove any more dangerous than omentopexy, which is frequently recommended and performed, and with results that are not so encouraging as to prohibit the trial of fresh methods *of cure.
As regards the technique of the operation, the high mortality in some of the earlier cases was due to the failure to realize that there may be adventitious adhesions to deal with, and that these may contain enormously dilated thin-walled veins. Hamorrhage can only be controlled by adequate exposure. A vertical incision near the outer border of the left rectus abdominis muscle 4 to 5 in. long is sufficient to start with and may suffice for the whole operation if there are no adhesions. But if adhesions are met with which tear and bleed easily the incision should at once be enlarged by a transverse cut from the outer edge of the wound outwards into the loin for an inch or more, as much as seems necessary. Such an incision gives a greatly increased exposure of the deeper parts of the wound and may prove life-saving if haemorrhage is severe. It heals up soundly, and I have never seen a hernia follow such an incision in the cases in which I have employed it, cases chiefly of large renal tumour. History: For the last six months the patient had noticed gradually increasing pain in the left hypochondrium, shooting from thence into the left groin. The pain is sharp and comes on three or four times a day quite suddenly, lasting for about a minute. It is more often felt in the daytime than at night. It bears no relation to food, or to the action of the bowels or to micturition. The patient has had to lie in bed at night on her left side with her legs drawn up. Three months ago she woke up in the night with the pain more severe than usual and was taken with severe bouts of vomiting. By the next morning all the symptoms had disappeared again. Three weeks ago she first sent for her doctor. While out walking she had been seized with a terrible pain in the left hypochondriumu whenever she drew a deep breath. She felt hot and sick and vomited once or twice. She went home to bed, where she stayed for a fortnight with high fever (temperature 1040 F. highest), E. R.., case of splenectomy for hypertrophy of spleen. Left kidney filled up with collargol. Skiagram shows outline of normal kidney and pelvis, which proved that the tumour in the left loin was not renal. and pain in the left shoulder-joint higher up than her usual pain. Her doctor noticed a lump in the left hypochondriurn and sent her up for diagnosis when the fever left her and she was fit to travel. For years ,she has had " bilious attacks," that is to say, she wakes up one morning with a headache, vomits and retches, and is like this for two or three days.
Case of
Ju-23
Examination: The patient does not look wasted or anaemic, nor is the skin pigmented. The heart and lungs are healthy and the urine is normal. There are no enlarged lymphatic glands. There is no cedema and no ascites. Abdomen: There is a well-defined tumour in the left hypochondrium, which moves down with inspiration from under the shelter of the ribs. It is firm and solid, and there is resonance in front of and below it, and dullness over it and over the ribs in its neighbourhood. The liver is not enlarged.
I made a note, " This tumour is not malignant nor is it a collection of pus. I think it is either a swelling of the left kidney from stone or hydronephrosis, or it is due to the matting of adhesions round the spleen and stomach. There are certainly adhesions pulling on the left leaflet of the diaphragm, as I have learnt (vide infra) that pain beneath the left side of the diaphragm is referred to the left shoulder-joint."
In order to determine the nature of the tumour a catheter was passed up the left ureter and 8 c.c. of colloid silver injected. A skiagram taken under these conditions showed that the kidney, pelvis and ureter were normal in size and outline.
On June 18, 1911, I opened the abdomen along the left linea semilunaris, and found that the tumour was an enlarged spleen adherent by dense adhesions all over its diaphragmatic surface to the diaphragm. These adhesions were tough and contained no dilated veins. The spleen had to be peeled off the diaphragm by the finger, after which it was easy to isolate the pedicle. This was ligatured by three interlocking silk sutures and the spleen removed. Half a pint of sterile parolene was poured into the cavity left by the removal of the spleen with a view to preventing the formation of fresh adhesions. The wound was united with chromic catgut for the muscles and peritoneum, and silkworm gut for the skin. The spleen weighed 7 oz., and its outer surface measured 13 cm. by 8 cm.
Dr. Turnbull, the pathologist, reported that microscopically the sections are those of normal spleen, the condition being therefore merely one of hypertrophy of the spleen. The wound healed by first intention. but the patient's convalescence was marred by a sharp attack of pneumonia at the left lung base which lasted some weeks, and left her very weak and complaining of pain in the side for some months afterwards. Her doctor, however, reported (October, 1911) that she had recovered completely and had had no more pain or inconvenience.
In my opinion this case was one of "hypertrophy of the spleen."
My reasons for saying so are as follows: The naked-eye appearance was simply that of an enlarged spleen. The microscopical examination showed no departure in structure from that of the normal spleen. No other cause could be found to account for the enlargement. Laspeyres' has recorded sixteen operations with three deaths on cases of "Simple Hypertrophy of the Spleen." The aetiology and pathology are unknown and there are no characteristic blood changes.
There are three reasons why these cases came to be operated on: (1) The inconvenience and pain caused by the enlarged organ; (2) undue mobility and rotation of the pedicle; (3) the fear that the enlarged spleen might be a primary malignant tumour.
I read mly own case as follows: A primary hypertrophy of the spleen occurred which led to undue mobility of the organ. The severe attacks of pain were caused by rotation of the pedicle, and the last one set up an attack of local peritonitis under the left side of the diaphragm which resulted in the formation of adhesions between the spleen and the diaphragm. The pain in the left shoulder-joint caused by adhesions beneath the diaphragm is of great interest. Some years ago I was operating on a nman for ruptured gastric ulcer under stovaine spinal ancesthesia. The analgesia was complete, except when I passed my hand up under the left side of the diaphragmn to explore the fundus of the stomach. As I did so the patient cried out, " You are hitting mlle in the left shoulder." I presume that the pain is referred from the left phrenic nerve, which arises from the third and fourth cervical and communicates with the fifth cervical to the suprascapular nerve, which arises from the fifth cervical and supplies a twig to the back of the shoulder-joint. I have known a pain in the right shoulder-joint be felt by those who are suffering from right-sided subdiaphragmatic adhesions due to gallbladder or liver trouble, or even to subdiaphragmatic abscess. It is a fact of considerable interest and value and one that deserves wider recognition.
Centralb. f. Grenzgebiet. f. Med. i. Chir., 1904, vii, p. 132 (quoted bv Moynihan in I 'Keen's Surgery").
